A 60-year-old man presented to the ENT clinic with a large cutaneous horn sprouting from his left ear and no other complaints. Examination revealed multiple giant keratotic projections emanating from the superior conchal bowl, with the longest horn of the group measuring 4.1 cm (figure 1, A). The multifaceted horns originated from a firm, raised, 1.2 × 0.8-cm dumbbell-shaped erythematous base ( figure 1, B) .
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Given the concern for malignancy in this case, a biopsy of the lesion base was recommended, but the patient declined due to his fear of needles. He did, however, agree to be taken to the operating theater, where he underwent complete excision of the lesion including the underlying cartilage (figure 2). The resulting conchal defect was allowed to heal by secondary intention and is seen here 8 weeks after the procedure (figure 3).
Cutaneous horns have a long history of being visually curious, but their common association with underlying 
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malignant pathology makes them more than that. A study conducted by Yu et al, examining 643 cutaneous horns, found that 39% were derived from premalignant or malignant lesions. 1 Although no reliable clinical indicators of malignancy at the underlying horn base have been shown, the authors did note a positive association with male sex, the older age group, a sun-exposed area, and large size. 1 In a study of 222 cases of cutaneous horns, 94% of the malignant lesions were pathologically determined to be squamous cell carcinoma. 2 Histopathologic examination of the horn base in the present case revealed no malignancy but instead an atypical verrucous proliferation without infiltration into the underlying dermis.
The importance of preoperative histologic examination of the horn base with a suitable shave or punch biopsy cannot be overstated given the risk of underlying malignancy. While the lesion in this case was com- pletely excised with clear margins, obtaining benign preoperative biopsy findings might have prompted a more conservative cartilage-sparing excision.
Continued from page 204 of age having nodules. 1 Lifetime probability of developing thyroid cancer is 1.7% in women and 0.6% in men, but this probability does not necessarily increase with age. 2 Differentiated thyroid cancers make up, by far, the majority of these cancers and typically progress slowly and have a highly favorable prognosis.
Although differentiated thyroid cancer is typically considered a relatively indolent disease, this is not the case in older adults. In one study of geriatric thyroid cancer patients using the National Cancer Institute Surveillance, Epidemiology, and End Results (SEER) database, 7% presented with distant metastasis. 3 In the same study, survival decreased over time more rapidly when the tumor extended beyond the thyroid or had metastasized, with survival probability dropping to below 20% within about 2 years of diagnosis.
Management of thyroid cancer in the geriatric patient is no different from that in younger patients. 4 In a recent study of the SEER database, even in patients 85 years and older, surgery was seen to reduce the likelihood of death from thyroid cancer and to confer a survival benefit. 3 Figure 2 . Anterior and posterior views of a whole-body I-131 scan reveals several foci of uptake consistent with thyroid cancer metastases. Shoulder uptake identifies the right side.
